More than three decades after the first reported case of AIDS (1983), Africa continues to experience unacceptable levels of new HIV infections. East Africa and Southern Africa remain most affected by the epidemic with 34% of the global burden of infections concentrated in 10 Southern African countries
HIV surveys amongst FSWs have been conducted previously or continue to be performed in only 19 of 47 Sub-Saharan African countries, and worldwide, two-thirds of the countries lack data on HIV prevalence amongst FSWs (Talbott 2007) .
Unlike their peers in other continents, FSWs in Africa are generally not uniformly organized into peer-led organizations such as those established in India and Brazil (Vandepitte, Lyetla, Dallabetta, Crabbe, Alary & Buve 2006) . Peer-led organizations providing structural interventions have demonstrated success in increasing female autonomy with respect to epidemiological factors including correct and consistent condom usage (Laga, Galavotti, Sundararaman & Moodie 2010; Talbott 2007; WHO, UNAIDS, UNICEF 2008) . The relatively low incidence of HIV and high use of condoms amongst FSWs in Kolkata, for example, have been attributed to a community-led organization called the Sonagachi Project, which engages FSWs in HIV education and advocacy (Laga et al. 2010; Vandepitte et al. 2006) . In summarizing this point further, between 1992 and 1995, the efforts of the Sonagachi Project increased condom use amongst FSWs from 27% to 82%. HIV prevalence amongst FSWs decreased from 11% in 2001 to less than 4% by 2004 (Ngugi, Wilson, Sebstad, Plummer & Moses 1996) . In addition, a recent study amongst FSWs in Brazil demonstrated the importance of multilevel interventions that combine HIV and STI services with programmes that modify social structural contexts and challenge the stigmatization of FSWs (Ngugi, Branigan & Jackson 1999) .
With very few structural interventions and a paucity of peer-led grass roots organizations, African FSWs remain highly vulnerable to HIV infection. This population is further characterized by extreme poverty and a concomitant lack of familial and social support. The lack of familial and social support and its impact on the lives of FSWs were recently demonstrated in research conducted in the large, informal settlement of Kibera in Nairobi. Here, FSWs were compared with women of the same age also residing in Kibera who reported having never engaged in commercial sex work. As shown in Table 1 and Fig. 1 , FSWs in Kibera reported fewer family members at 15 years of age compared with their non-commercial sex worker counterparts. At their current age, the FSWs surveyed reported significantly fewer male and female guardians and a significantly earlier age at last contact with guardians. As a result of these kinship disparities, FSWs in Kibera reported fewer opportunities to borrow money from family members such as mothers, fathers and siblings at times of financial need and crises (Luchters, Chersich, Rinyiru, Barasa, King'ola, Mandaliya, et al. 2008) .
The compelling intersection of poverty and a lack of familial, legal and economic support also leaves African FSWs highly vulnerable Fig. 1 . 'Yes' responses to the question 'Everyone at one time or another needs economic help. In these times who do you think you could go to for money?' (After Ngugi et al., 2012) .
to gender-based violence and coercion. This vulnerability is most directly exemplified by male clients offering FSWs more money to abstain from using condoms (Karim, Karim, Soldan & Zondi 1995; Ngugi, Benoit, Hallgrimdottir, Jansson & Roth 2012b In the following sections, we propose several ways to address the connections between epidemiological, socio-economic and legal factors that characterize African FSWs today. In doing so, we make no claims that the pathways proposed can solve all, or any, of these serious problems, but rather we wish to shed light on these connections in the hopes of generating discussion about building and initiating more effective and more health interventions for African FSWs.
Data gaps and ways forward
We start with the most basic recommendation that Sub-Saharan African nations conduct surveys to estimate the number of FSWs in their country and endeavour to include FSWs in national HIV surveys and then proceed further and include sex work and HIV/AIDS in the country's strategic plan. While appreciating the fact that 'women sometimes mix sex work with other economic activities and move in and out of it over time', the importance of having at least a working estimate of the size of the national FSW population and their serostatus is highlighted in the finding that 'it is the number of infected sex workers in a country that is highly significant and robust in explaining HIV prevalence levels across countries'. The inclusion of FSWs in national HIV surveys, however, requires a concurrent shift in societal attitudes and national policies to safeguard FSWs and mitigate the stigma and oppression experienced by this population.
Understanding the characteristics of FSWs alone is not sufficient. It is imperative to characterize the male clients of FSWs. As demonstrated by Fig. 2 9.20) . FSWs in romantic relationships also reported fewer sexual partners not using condoms (mean number of sexual partners not using condoms ¼ 0.9, SD ¼ 4.0) relative to FSWs without a current romantic partner (mean number of sexual partners not using condoms ¼ 2.2, SD ¼ 7.4). The impact of a romantic relationship on condom use and the number of sexual partners was greater than the impact of a microfinance programme intended to empower FSWs in Nairobi (Vuylsteke & Jana 2001) .
Considering male clients and romantic partners in addition to FSWs provides a broader, more complete picture of the dynamics of sex work. The inclusion of romantic partners of FSWs recognizes the role of FSWs in familial units, specifically, the role of FSWs as mothers and the impact of commercial sex work on their children and families. An important consideration is the issue of child care for the children of FSWs. A study of the child care practices of FSWs in Kenya reported three common practices: first, mothers socialized girl children into the sex trade; second, mothers locked their children in their homes at night when they were seeking male clients; and third, alcohol use amongst FSWs resulted in child neglect (Chege, Kabiru, Mbithi & Bwayo 2002; Ngugi, Benoit, Hallgrimsdottir, Jansson, Roth, 2012a; Odek, Busza, Morris, Cleveland, Ngugi & Ferguson 2009; Roth, Ngugi & Janssen 2011) . These practices elaborate the need for FSW-centred child care. However, a recent review of such programmes targeting injection drug users (IDUs) and FSWs identified multiple child care programmes targeted at the children of IDUs but only one focusing on the child care needs of FSWs (Onyeneho 2009 ).
Finally, we recognize the roll-out of anti-retroviral drugs in many African countries and the call for a programme of 'positive health dignity and prevention' (Beard, Biemba, Brooks, Costello, Ommerborn, Bresnaran, et al. 2007) . However, few studies focus on the impact of such a programme on the sexual behaviour of African FSWs. A notable exception is a recent study with FSWs in Mombasa which demonstrated a lack of Treatment Optimism as evidenced by no increase in clients while on treatment (Odek et al. 2009 ).
Ethnographic research considering HIV serostatus as yet another factor for FSW stigma and discrimination may shed light on the range of economic and moral options open to HIV-positive FSWs living in poverty (Onyeneho 2009 
Conclusion
FSWs remain an important yet often overlooked strategy of the HIV epidemic in many African countries. Often considered to occupy the peripheries of society, both FSWs and their male clients are yet represented in every socio-economic strata in every sub-Saharan country. In Africa, there is a long-established epidemiological perspective viewing FSWs as a population with important public health needs, particularly in light of the African HIV/AIDS pandemic. Increasingly, greater awareness and recognition of FSWs as citizens, wives and mothers are present. In all of these roles, FSWs deserve legal protection and adequate social/health care including highly active antiretroviral therapy for those who are HIV positive.
This essay offers some research suggestions that we hope stimulate discussion around these goals. Included here are national censuses and serological surveys of FSWs, consideration and inclusion of their male partners and clients, a broader theoretical perspective that recognizes the potential harms associated with unprotected sexual practices, substance misuse, gendered violence and the recognition of FSWs first as individuals and second as mothers with needs such as safe child care and as a group with a higher HIV prevalence which requires specialized health and social care as well as monitoring. All of these suggestions are feasible for all African countries, but will require political will and social transformation to succeed.
It is not arguable that these women are displaced and, therefore, more vulnerable to exploitation. They should be part of the equation of understanding more their vulnerability and possible responsive intervention. To strengthen this further, it must be appreciated that camps are within the countries with HIV burden and the refugees interact with the populations of the host countries. 
